With the increase in aging all over the world, and the elderly population nearly tripling from 524 million (8% of the world's population) in 2010 to 1.5 billion (16% of the world's population) in 2050, we will face new challenges and opportunities in providing healthcare. In 2050, it is estimated that Europe will see an increase of 70% in elderly population aged over 65 years, and 170% in those aged over 80 years (World Health Organization (WHO), 2011) . It is vital to respond to the needs of this emerging population and the consequent rise in chronic diseases, especially dementia and mental health disorders, which will overload the healthcare system, as well as raise health and social costs, and demand new policies from national governments (World Health Organization, 2012) . We urgently need to know how to organize healthcare for elderly people in the years to come.
The present study was initiated under the umbrella of the President's Forum, organized by the International Psychogeriatric Association (IPA) at its International Congress in 2011 in The Hague, the Netherlands, where challenges and opportunities were discussed by IPA-affiliated national psychogeriatric associations. Between 2011 and 2012, these 20 IPA affiliates were invited to submit a written report, resulting in the first paper (Wang et al., 2013) . Based on this, a comparative study about the current state of psychogeriatrics with particular focus on the six European affiliates' (Portugal, Spain, United Kingdom, the Netherlands, Norway, and Switzerland) reports was carried out. In this study, a qualitative analysis, using the NVivo program (QSR International, 2013) was performed, focusing on the needs for the development of psychogeriatrics, strengths and resources, and the definition of an action plan in each country.
Needs for the development of psychogeriatrics
The cost of dementia, estimated at over EUR 250 billion per year by 2030, is currently provided largely by family caregivers, but will soon be borne by public health services (Jönsson and Wimo, 2009 ). Services specializing in older people´s mental health (community mental health teams, primary care, care homes, inpatient care, general hospitals, crisis intervention services, and memory clinics) and trained clinicians practicing in geriatrics and old age psychiatry (OAP) will be needed (Jönsson and Wimo, 2009) .
There is great variability in geriatric mental health services, network-based care, and accessibility in Europe, associated with type of healthcare system, geographic area (rural vs. urban), use of residential placement, and patient characteristics. There is also a lack of data about treatment options and preferences, e.g. in the range from biological to psychological therapies. Collaboration is lacking between general practice and specialized medicine (geriatric medicine, nursing home medicine, geriatric psychiatry, and neurology, among others). Affiliates identified a need for old age mental health services in general hospitals/departments of geriatric psychiatry (inpatient care for delirium, behavioral and psychological symptoms of dementia (BPSD), liaison psychiatry services, etc.), as well as in primary care and community-based mental health services (outpatient settings, outreach teams, and community mental health teams), and finally in long-term care facilities and nursing homes (Warner, 2014) .
National mental health strategies for the elderly were regarded as important, but only four of the six countries responding had integrated psychogeriatric service models (United Kingdom, Norway, Switzerland, and the Netherlands) with well-defined programs.
However, fewer responses or actions than expected from mental health strategies were registered, with discordant policies between countries (United Kingdom, Spain, and Switzerland), particularly related to mental and physical healthcare and social support services. Responses included poor coordination between research, policy, and service delivery; a need to improve links between specialist services and primary care, where most mental disorders in older people first present; a need for implementation of basic care networks of geriatrics and geriatric psychiatry; increased resources in the field of geriatric psychiatry; and the importance of multidisciplinary interventions.
Limited funding and lack of human resources and facilities were constraining the promotion of education in geriatrics, psychiatry, general practice, and allied health professions (nursing, psychology, and social work, among others) as well as for formal and informal caregivers. The Internet was reported to be an important and promising tool, particularly with the application of electronic devices to deliver care.
Specific training in geriatric psychiatry was reported as a requirement. Some nations have well-established training and education programs (United Kingdom, Switzerland, Norway, and the Netherlands); others are in the process of development (Spain and Portugal).
The recognition of geriatric psychiatry as a specialist discipline varied across Europe, and is on the rise. In countries with formal recognition of the OAP specialty training programs were specific to the country. Harmonization across Europe was pinpointed as a need by developing a common curriculum with a standardized program of training, continuous professional development and supervision for OAP, counseling, and practice. It is also unfortunate that there is no consensus on the terminology used such as OAP, psychogeriatrics, geriatric psychiatry, etc.
While geriatric psychiatry/OAP was seen as a subspecialty of psychiatry rather than as part of geriatrics, training programs across Europe were heterogeneous, with some nations having a highly differentiated system of training (e.g. United Kingdom, the Netherlands, Norway, and Switzerland) and others not differentiating without subspecialization (e.g. Portugal and Spain). In the United Kingdom, OAP was started as a group, then in 1973 it changed into faculty, and in 1989, the UK government/National Health Service recognized it as a specialty (Arie and Jolley, 1999) .
Old age psychiatry is not recognized as a specialty by the European Union, which impedes its development across Europe even though there is evidence from Norway that improved competence in geriatric psychiatry results in a higher quality of patient treatment services at a lower cost (Norwegian Psychiatric Association (NPA), 2011).
Promotion of research was also identified as a need, focusing on the importance of collaborations with regional and international academic centers and institutions. Most countries recognized lack of research supervisors, limited opportunities for research training, and scarce participation in multicenter research (at national and international levels). Besides the present focus on diseasemodifying studies for Alzheimer's disease and mild cognitive impairment, there is a need for the development of other lines of research, e.g. psychiatric comorbidity with physical diseases, and psychosocial and pharmacological treatments for psychiatric conditions in old age. The quality of research can be enhanced by internal departmental, intranational, and international collaborations.
Available strengths
Most affiliated national psychogeriatric associations reported that they had connections with local service resources, geriatric, psychiatric, and psychological services, nursing, and Alzheimer's societies. A few psychogeriatric services were well integrated with well-established structures and relevant standards (United Kingdom, Norway, the Netherlands, and Switzerland).
Published guidelines included Inpatient care for old people within the mental health service (Royal College of Psychiatrists (RCPsych), 2006a) or "community mental health teams" (CMHT; Royal College of Psychiatrists, 2006b). RCPsych also developed accreditation standards/services to assess older people's inpatient services (AIIMS) and memory assessment services (MSNAP).
Affiliates have endeavored to build service capacity in old age mental health. National organizations have developed training activities with courses, seminars, workshops, annual conference meetings, and journals. Most activities were developed in collaboration with international associations (IPA and European Association of Geriatric Psychiatry (EAGP)). A remarkable strength is the fact that Europe has the oldest association of geriatric psychiatry: the EAGP, founded in 1971, with 44 European national members. Against this background, fundamental guidelines have been developed by EAGP together with the WHO, videlicet The Old Age Psychiatry Consensus on Ethics and Capacity in Old People with Mental Disorders (Katona et al., 2009) . International guidelines on the treatment of dementia (Ihl et al., 2011) and a survey of geriatric psychiatry training across Europe (Toot et al., 2012) have emerged more recently. The best-known educational curriculum has been developed by the World Psychiatric Association (WPA) and the WHO (1998), appearing as one of the main strengths in training in geriatric psychiatry.
In spite of great variation in the OAP training, the focus of the debate has been the educational curriculum of OAP rather than skills-or practicebased training program. In this context, a proposed core curriculum based on knowledge, in addition to skills-based objectives for specialist training in OAP, has been agreed upon by the EAGP and the WHO (Gustafson et al., 2003) . Several options for harmonizing the OAP training in Europe were identified: a Master of Science (MSc) in geriatric . https://doi.org/10.1017/S1041610214002191 Guest Editorial 1245 psychiatry recognized across Europe (e.g. Spain), a common core curriculum based on knowledge and skills to define the specialty of OAP and peer review panels to supervise and critically appraise consultant OAP and those in training (an ongoing process and mutual exchange of knowledge and expertise; UK and Switzerland) (Toot et al., 2012) . The Bologna Agreement (2010) , which outlines a system of comparable and understandable qualifications, resulted in the promotion of student mobility and geriatric psychiatrists being able to work freely across these countries. In this context, recognition of diplomas, certificates, and formal education is a priority (Toot et al., 2012) .
Plan of action
A plan of action was designed attributing a leading role to IPA based on the following priorities:
• Promotion of joint global strategies, guidelines, and consensus recommendations, such as the "Lausanne Technical Consensus Statements on Psychiatry of the Elderly" (World Health Organization, 1999). • Endorsement of national or international initiatives compatible with joint effort to facilitate lobbying directed toward professional and political decision makers to achieve better and integrated policies in OAP. • Achieving global recognition of geriatric psychiatry as a subspecialty. • Promotion and accreditation of national or international education programs. • Promotion and financing of international exchange of geriatric psychiatry programs (at graduate and postgraduate levels). • Collaboration on international research networks, particularly with IPA affiliates, the EAGP, and the WHO. • Promotion of research in geriatric psychiatry with projects possibly led by IPA and aiming for international publications. • Helping the affiliate organizations in countries with less developed psychogeriatrics, with support of research funding (e.g. grants and fellowships). • Sharing with former pioneers' references, the expertise for consultation and education in local trainings. • Participation of international opinion leaders in education and scientific conferences, continuing medical education (CME) programs, subspecialty training courses, and online education. IPA should act as an international leader in psychogeriatrics in international forums related to mental health of the elderly. • Advocacy to influence the political process in Europe to improve mental health services for older people and strengthen national associations and their members with financial support.
The aim of these measures is to convince national political decision makers to contribute to globally integrated policies for mental health in the elderly, promote national strategies in OAP with cost-effective services, share expertise, provide quality and accreditation for national psychogeriatric services, and promote national programs for the cases of dementia.
Conclusions
There is a great need for the development of strategies for mental health services to meet the challenge that the global increase in the elderly, with inevitably more dementia and mental disorders, poses for communities. It is crucial to develop more specialized psychiatric services and centers of excellence, as well as to establish expertise in hospitals, departments of geriatric psychiatry, primary care, communitybased mental health services, consultation-liaison services, mental health services in long-term care, nursing homes, and memory clinics.
Development of education in geriatric psychiatry with a defined international core curriculum extended to all professionals involved in elderly care and professional settings and the public is fundamental. At the same time, it is important to promote research into cause, prevention, management, and care of mental disorders in old age. Finally, to face all these European challenges, it is crucial to collaborate with international organizations, especially IPA, EAGP, WHO, and Alzheimer's Disease International (ADI). 
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